A study of the unsuccessful adjustments of fourteen patients from the Boston State Hospital in family care homes between September 1, 1954 and August 31, 1955 / by Lenk, Walter Everett
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Dissertations and Theses (pre-1964)
1956
A study of the unsuccessful
adjustments of fourteen patients
from the Boston State Hospital in
family care homes between
September 1, 1954 and August 31,
1955 /
Lenk, Walter Everett
Boston University
https://hdl.handle.net/2144/9298
Boston University
ThesIs 
L e 1-? k 
) :? .) (-, 
BOSTON UNIVERSITY 
SCHOOL OF SOCIAL WORK 
A STUDY OF THE UNSUCCESSFUL ADJUSTMENTS 
OF FOURTEEN PATIENTS FROM THE 
BOSTON STATE HOSPITAL I N FAMILY CARE HOMES 
BETWEEN 
SEPTEMBER l, 1954, AND AUGUST 31, 1955 
A t hesis 
Submitted by 
Walter Everett Lenk, Jr. 
(B.A., Bates College, 1949) 
In Partial Fulfillment of Requirements for 
the Degree of Master of Science in Social Service 
1956 
BOSTON UNIVERSITY 
SCHOOL OF SOCIAL WOR._ 
LI ARARY 
' 
' 
TABLE OF CO~~ENTS 
CHA PTER PAGE 
I INTRODUCTION. • • • • • • • • • • • • • • • • • 1 
Purpose of the Study. • • • • • • • • • • • • 2 
Scope of the Study. • • • • . • • • • • • 3 
Method of Procedure. • • • • • • • • • • • • • 4 
Justification of the Problem. • • • • • • . • 5 
Limitations of t he Study. • • • . • • • • • • 7 
II THE THEORY OF FAMILY CARE AND A BRIEF HISTORY 
III 
OF THE PROGRAM AT THE BOSTON STATE HOSPITAL. • • 9 
Purpose and Definition of Family Care ••••• 10 
What Are the Reasons for Placement? •••••• 13 
Duration of Hospitalization and How It 
Affects Readjustment. • • • • • • • • • • • 13 
Attitudes of Patients Towards Family Care ••• 14 
Types of Patients Selected for Family Care ••• 16 
Selection of Family Care Homes ••••••••• 18 
Brief History of the Family Care Program 
at the Boston State Hospital. • • • • • • • • 22 
WHO WERE THE PATIENTS STUDIED? ••••• . . .27 
IV ADJUSTMENT OF THE FOURTEEN PATIENTS I N THE 
FAMILY CARE HOVillS •••••••••••••••• 39 
Preparation For Family Care •••••••••• 40 
Pati~nt's Attitude Towards Family Care .••• 45 
Patient's Adjustment in Family Care •.•••• 47 
Community Contacts of Patients. • • • • • • • 53 
Why the Family Care Placement Was 
Interrupted. • • • • • • • • • • • • • • • • 54 
V. SUMMARY AND INTERPRETATIONS ••••••••••• 67 
Characteristics of The Patients and Their 
Hospital Experience ••••••••••••• 67 
Characteristics of The Family Care 
Experience ••••••••••••••••• 
Why Family care was Selected For The 
Patient .•••••••• ~ ••...• 
The Patient's Attitude Towards Family 
69 
69 
Care •••••••••••••••••• 70 
The Patient's Adjustment In The Family 
Care Home. • • • • • • • • • • • • • • 71 
Why The Family care Placement was 
Interrupted. • . • • • • • • • • • • • 73 
Interpretations .••••••••••••••• 74 
i. 
PAGE 
APPENDIX: SCHEDULES ••••••••••••••• 77 
BIBLIOGRAPHY. • • • • • • • • • • • • • • • • • 81 
ii. 
LIST OF TABLES 
TABLE PAGE 
I AGE. • • • • • • • • • • • • • • • • • • • • • • 28 
II 
III 
IV 
v 
MARITAL STATUS ••• 
• • • • • • • • • • • • • • 
LEVEL OF EDUCATION •• • • • • • . . . . . . • • 
PSYCHIATRIC DIAGNOSIS ••••••• 
• • • • • • • 
BIRTHPLACE OF PARENTS .AND PATIENT ••• 
• • • . . 
29 
30 
32 
33 
VI NUMBER OF SIBLINGS •• • • • • • • • • • • • • • • 34 
VII NUMBER OF HOSPITALIZATIONS BEFORE PRESENT 
ADMISSION. • • • • • . • • • • • • • • • . . . 35 
VIII LENGTH OF HOSPITALIZATIONS BEFORE PRESENT 
.ADMISSION. • • • • • • • • • • • • • • • 
• • • 36 
IX LENGTH OF HOSPITALIZATIONS FROM PRESENT 
.ADMISSION TO PLACEMENT I N FAMILY CARE 
HOME. • • • • • • • . . . . . . . . . . . . . . 37 
X 
XI 
LIVING .ACCOMMODATIONS BEFORE PRESENT 
HOSPITALIZATION •••••••••• 
LENGTH OF STAY IN FAMILY CARE HOMES. 
XII REASONS GIVEN FOR PLACEMENT I N FAMILY 
. . . . 
• • • • 
. . 
• • 
38 
39 
CARE HOMES. • • • • • • • • • • • • • • • • • • 42 
XIII REASONS FOR NOT RETURNING PATIENTS TO 
RELATIVES ••••••• • • • • • • . . . . . . 44 
XIV .ATTITUDES TOWARDS FAMILY CARE BEFORE 
PLACEMENT. • • • . • • • • • • • • • • . . . . 46 
XV PATIENT'S ADJUSTMENT TO THE FAMILY CARE 
FAMILY. • • · • • • • • • • • • • • • . • 48 
XVI PATIENT'S ADJUSTMENT TO THE OTHER PATIENTS. • • • 51 
XVII REASONS FOR THE PATIENT'S RETURN TO THE 
HOSPITAL •••••••••••••••••••• 55 
111. 
TABLE 
XVIII PATIENTS' COMPLAINTS ABOUT THE FAMILY CARE 
HOME. • • • • • • • • • • • • • • • • • • 
XIX ATTITUDES TOWARDS FAMILY CARE AT TIME OF 
PAGE 
• • 
RETURN. • • • • • • • • • • • • • • • • • • •. 60 
XX CHARACTERISTICS OF THE PLACEMENT AND OF 
PATIENT'S ADJUSTMENT ••••••••• . . . . 62 
iv. 
CHAPTER I 
INTRODUCTION 
The practice of placing mentally ill or mentally defec-
tive persons with families other than their own is known as 
family care. 
The family care program at various mental hospitals 
serves many purposes. It may give individualized care and 
more freedom to t he patient than is given in t he hospital. 
Crowded ward conditions within the hospital can be relieved. 
It may provide the opportunity for growth and development of 
the patient in normal living for people who have long been 
isolated ·and restricted. Community prejudices outside the 
hospital may be lessened. The cost of maintenance is less 
than the cost of maintenance in t he hospital. Past attempts 
at family care have proven that a large proportion of patients 
make a relatively permanent and satisfactory adjustment in t he 
family care home. 
What may .b:e some of the effects on the patient from a 
family care placement? Family care may provide t he opportun-
ity for greater freedom to improve the patient's self-respect. 
It may give emotional security of belonging to a primary group 
which could strengthen self-confidence and increase motivation 
to recover. There ma;y-be more opportunity for creative acti-
vity to dispel the patient's boredom. The patient could have 
more privacy which might increase his self-respect. It may 
1. 
give the patient another chance to adjust to a new family 
pattern. 
Although a large percentage of patients do make a succes~ 
ful adjustment in family care homes, some fail and have to be 
returned to the hospital. The selection of proper homes for 
the patients is important. ~he caretaker must have personal 
qualifications in knowing how to handle mental patients. 
Equally important is the proper fitting of the patient to the 
horne. The horne must satisfy the patient's emotional needs. 
When the patient and the caretaker do not make a satisfactory 
adjustment to each other the placement ends in failure. 
Purpose of the Study 
The purpose of the study is to examine the negative 
factors in those cases where patients failed in their place-
ments and had to be returned to the hospital. The writer will 
study the various areas of the patient's adjustment to try to 
determine the reasons for failure in the placement. The areas 
will include the patient's adjustment to the other patients in 
the horne, the patient's adjustment to the community, and the 
patient's adjustment to the family care family. The writer 
will also study the preparation of the patient for the place-
rnent. 
In each of the cases studied the writer proposes to seek 
answers to the following questions: 
1. Why was family care selected for the patient? 
~ ~. What was the attitude of the patient towards family 
care? 
3. What was the patient's adjustment in the family care 
horne? 
4. Why was the family care placement interrupted? 
Scope of the Study 
The study is based on fourteen cases returned from family 
care homes to the Boston State Hospital between September 1, 
1954, and August 31, 1955. All fourteen patients were returned 
to the hospital and remained in the hospital. These patients' 
adjustments in family care were so unsuccessful that the 
hospital did not deem it wise to replace them in new family 
care homes. The writer believed that this kind of a sample 
would more clearly indicate the reasons for failure in the 
placement. 
A total of seventy-one patients were either in the family 
care homes at the beginning of the selected period, or were 
placed in the homes, or were removed from the homes during the 
selected period. Forty-seven remained in the homes without 
any change. Twenty-four patients were removed from family 
care homes, and fourteen of the twenty-four were selected for 
the sample. The remaining ten patients were removed for vari-
ous reasons. These included, trial visit, discharge, return 
to the hospital for a short time and return to the same horne. 
One patient died in the hospital after returning from family 
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care. This patient was not used in the sample. 
Between September 1, 1954, and August 31, 1955, the 
Boston State Hospital was using eleven family care homes. The 
fourteen patients were returned from seven out of the eleven 
homes. From one home, four patients were returned from family 
care. Another home had three patients unable to make a 
successful adjustment. Two homes had two patients each, and 
three homes had one patient each unable to remain in family 
care. 
The main body of the study involves an examination of the 
fourteen cases who were returned and remained in the hospital. 
In this group the writer studied the various elements present 
in their adjustment in the home and in the community to deter-
mine how successful was their adjustment. 
The remainder of the thesis will consist of four chapter& 
The second chapter will present the theory of the family care 
program, and the history of family care at the Boston State 
Hospital. The third chapter will discuss the characteristics 
of the patient sample. The fourth chapter will deal with the 
preparation of the patients for family care and their experi-
ence in family care. The fifth and final chapter will summar-
ize the previous chapters and make interpretations from the 
observed facts. 
Method of Procedure 
The writer studied the monthly statistical reports of the _ 
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family care program and administrative records at the Boston 
State Hospital from which the fourteen cases were selected. 
All these cases were female patients because the Boston State 
Hospital does not place male patients in family care homes at 
the present time. 
The information for the study was gathered by the use of 
a structured interview with the social worker, and through 
the use of the patient's hospital record. Several hospital 
records were examined before the schedule was designed. After 
this was done, separate schedules were prepared for the hospi-
tal record and for the interviews with the social worker. The 
hospital records provided the writer with approximately one-
half the information. The patient's themselves were not 
interviewed. Copies of the two schedules may be found in the 
Appendix. 
Often two or more social workers were familiar with the 
patient at different times while she was in the family care 
home. Each worker was interviewed when the writer believed 
there was a necessity to clarify the facts, and the same 
schedule was used for all the workers familiar with the case. 
Justification of the Problem 
Unfortunately the idea still persists that mental 
patients should be kept locked up. The public and the medical 
profession has not been won over to the idea that mental 
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disease can be cured. 1 Family care plays an important part i n 
educating the public towards a better understanding of t he 
mental patient, since t he average layman and doctor comes in 
closer contact with t he mental patient. However, the public 
today still has prejudices towards the mental patient in t he 
community, and these attitudes are apt to effect the patient's 
adjustment unfavorably. For t hese reasons the wrtter believes 
t hat great care should be used in selecting the proper patients 
for family care. The public will become better educated when 
t here are less unsuccessful placements. 
The Boston State Hospital has undergone a rapid expansion 
of its family care program. Today there are eleven family 
care homes. In 1949 t here were only two. With the e~pansion 
of the program comes an increased responsibility towards the 
community, towards the family care family, and towards the 
patients themselves. As a result,·the general public is 
becoming better educated towards a better understanding of 
mental illness in Massachusetts. The writer hopes that the 
conclusions drawn from t his study will help t he social workers 
and hospital personnel to better understand the ramifications 
of a poor placement upon the family care home, upon the 
patient, and upon the community itself. It is also hoped 
that the findings of this thesis will achieve a better under-
standing of what kinds of patients should not be placed into 
1. Eugene F. Bogen, "Effects of Long Hospitalization on 
Psychotic Patients," Mental Hygiene, 20:566, October, 1936. 
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family care. 
"Though the impresl5ions of family care programs are very 
favorable, for the country as a whole, more precise data is 
needed on the percentage of patients who succeed in family 
care programs and the types of homes which best serve various 
2 kinds of patients." The writer also believes that there is 
a need for further research at the Boston State Hospital. As 
far as the writer knows, there have been only two previous 
studies made relating to the adjustments of mental patients in 
Boston State family care homes3 and only one of these was 
written exclusively on the Boston State program. 
Limitations of the Study 
The number of cases studied in this thesis is too small 
to justify general conclusions for the subject as a whole. 
The writer was limited by a lack of detailed case recording 
of the actual activity in the planning and placement of the 
2. U.S. Department of Health, Education and Welfare, 
Public Health Service, Rehabilitation of Mental Hospital 
Patients, Monograph No. 17, p. 51. 
3. carmen Meehan, "Family Care of Mental Patients in 
Massachusetts As Shown by a Study of the Programs At The 
Boston State Hospital, The Worcester State Hospital and The 
Gardner State Hospital," Unpublished Master's Thesis, Boston 
College School of Social Work, Boston College, Boston, 1947. 
E. J. Davoli, ".A Study of the Factors Contributing to 
the Changes in Placement of Fifteen Patients From Boston State 
Hospital in Family Care Homes from October 1952 to March 
1953," Unpublished Master's Thesis, Boston University School 
of Social Work, Boston University, Boston, 1953. 
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patient in family care, as well as the events which took 
place leading to the return of the patient to the hospital. 
Most of the information about the patient's adjustment in the 
family care home came from the social worker. The writer was 
limited by a lack of specific information because of the 
social worker's inability to recall the events. In one case 
the writer was unable to learn the events leading to placement 
as the case record did not contain this information and the 
social worker who placed the patient was no longer on the 
hospital staff. 
8. 
CHAPTER II 
THE THEORY OF FAMILY CARE .AND A BRIEF HISTORY 
OF THE PROGRAM AT THE BOSTON STATE HOSPITAL 
The rudiments of t he present family care program were 
established in the town of Gheel, Belgium, near the end of the 
sixth century, .A. D. According to the legend, an Irish 
princess, Dymphna, with her priest fled to the continent to 
escape from her insane father. In the town of Gheel her 
father caught up with them and killed them. The people of the 
village rescued the body and built a shrine to the princess's 
memory. 
During the middle ages the shrine became famous for its 
miraculous cures. .At that time it was believed that insane 
people were possessed by evil spirits, and thousands of 
pilgrims were brought to the town either on their own or 
against their will in the hope of being cured of mental ill-
ness. .As time went on, the town's population became acbus-
tomed to having the mentally ill among them, and actively took 
them into their homes as boarders. 
Originally the selection and acceptance of the mentally 
ill was a function of the families who took them into their 
homes. .Arrangements were made with the church authorities who 
had the central responsibility for the placement of the 
patients. Gradually, as the number of patients arriving at 
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the town increased and as the temporal power of the church 
decreased, the responsibility for placement of the patients 
was placed under municipal control. 
The Gheel town government handled the program for approx-
imately fifty years. In 1852 the Belgian national government 
took over the program because the town was meeting a nation-
wide need. The present hospital facilities were established 
at that time. 
The present hospital facilities extend scientific care to 
patients who enjoy the freedom of living within the community, 
and provide for receiving new patients and placing them in 
community homes. ··n In 1937 there were approximately 3,600 
patients living in homes in Gheel and. adjacent villages. ul 
The patients can wander freely in the village and help as best 
they can in the homes. "Gheel itself is a sleepy-looking 
village which one would never think had a population of almost 
20,000."2 
Purpose and Definition of Family Care 
The purpose of this chapter is to present the theory of 
the family care program, and the history of the family care 
program at the ~aston State Hospital. This chapter will 
summarize the knowledge of many experts who have had experience 
1. Hester B. Crutcher, Foster Home Care for Mental 
Patients, p. 99. 
2. Ibid., p. 99. 
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with different family care programs in the United States. The 
writer has had little personal experience with family care, 
and has drawn upon the knowledge of other professional people 
for the information for this chapter. 
'~arnily care is the practice of placing and supervising, 
in selected homes, mental patients who no longer require full 
hospital care."3 It is also a process of bridging the gap 
between the community and the hospital, and includes all 
placements of patients in the need of social planning in homes 
of persons not blood relatives to the patient. Family care 
homes, as well as the patient, are directly supervised by the 
hospital. The family care mother is paid a weekly rate by 
the hospital for taking care of the hospital's patients. It 
is a method of treatment with the goal of full rehabilitation 
of the patient on his own in the community, or of a limited 
adjustment to living under close supervision in a family care 
horne. 
Keeping the patient in the hospital does not solve the 
problem of rehabilitation. Psychotic systems have a tendency 
to become intensified and the patients have a tendency to 
deteriorate mentally under the routine of a long hospitaliza-
tion. "The aim of the hospital should be to get the patient 
out of it and ••• its aim should be to keep the patient's 
3. Hans B. Molholm, and Walter E. Barton, "Family Care:~ 
A Community Resource in the Rehabilitation of Mental Patients~ 
American Journal of Psychiatry, 98:33, July, 1941. 
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mind oriented always toward the day of discharge to community 
life fl4 The patient should be encouraged in ideas of • • • • 
self-dependence. The function of t he hospital is to cure 
mental disease and to restore the patient as rapidly as possi-
ble to economic adequacy. It is not the province of the 
hospital to keep the patient isolated and perform every 
service for him so that he becomes irresponsible and dependent 
on others. The hospital should offer the opportunity and 
stimulation to make successful adjustments within the institu-
tion on a continually progressive scale leading to eventual 
discharge from the hospital. 
The patient's desire to live outside the hospital is a 
strong incentive to cope with the environment offered him. If 
the patient is able to live up to his environment and the new 
situation meets his needs, the patient is better able to move 
on to a more difficult situation involving more responsibilit~ 
Family care is a way of bridging the gap between the shelter 
of the hospital and the outside world. The routine and mono-
tony of the institution are replaced by the personal intimacy 
of family life. '~t its highest, family care is curative as 
are psychotherapy, occupational therapy, insulin shock, or 
any other technique of restoring the insane to normality."5 
4. Bogen, op. cit., p. 569. 
5. Edith M. Stern, '~amily Care of the Mentally Ill," 
Survey Graphic, 31:31, January, 1942. 
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What are the Reasons for ~lacement? 
Many families may oppose the placement of the patient in 
a family care home. They have had no or little opportunity to 
observe the patient's improvement, and may be put on the defen-
sive because a stranger has succeeded where they failed. 
Other families may prefer to have the patient return to the 
home. However, there is always the danger that old conflicts 
within the patient may be reactivated because most families do 
not see their part in the patient's illness. There are four 
~inds of patients suitable for placement. 6 
1. Patients who have no home to go to. 
2. Patients who have unsuitable home situations. 
3. Patients who have been rejected by their families, 
or whose families refuse to take them. 
4. Patients who have special psychiatric needs requiring 
special aptitudes and patience in their care. 
Duration of H~spitalization and How it Affects Readjustment 
Prolonged hospitalization is not in itself a contra-
indication to successful placement. "one is fairly entitled 
to conclude that long hospitalization is detrimental to psycho-
tic patients in general and that the longer the hospitaliza-
tion, the greater is the detriment."7 The stay in the hospi-
tal should not be too long or too short. The stay is too 
short if it ends before the patient is judged curable of 
6. Leo Maletz, "Family Care - A Method of Rehabilita-
tion," Mental Hygiene, 26:601, October, 1942. 
7. Bogen, op. cit., p. 572. 
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difficulties of adjustment in the community. It is too long 
if the patient loses initiative and is not interested in dis-
charge. The likelihood of discharge with a favorable outcome 
is decreased rapidly as the duration of the hospital life is 
;increased. 
Attitudes of Patients Towards Family care 
"To the patient, commitment to a state mental hospital is 
a tragedy."8 The experience is viewed as an utter repudiation 
and a total ruin of all th$t the patient stood for. With the 
tremor of his own insecurity the patient struggles against the 
catastrophe that has befallen him and finally yields to its 
own inevitability. "With the acceptance of stark reality in 
which he finds himself, a new self begins to emerge."9 The 
patient begins to gain more self-confidence in his own abili-
ties while being protected in the hospital setting. 
When the patient returns to his home, disaster may follow 
because he is suddenly faced with the responsibilities and 
complications that healthy people take in their stride. 
Family care can offer an intermediate environment in which the 
patient can take a partial step towards returning to his 
family or living independently. 
8. Henrietta B. DeWitt, '~amily Care as a Focus for 
Social Case work in a State Mental Hospital, 11 Mental Hygiene, 
28:604, October, 1944. 
9. Ibid., p. 604. 
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"Family-care placement involves much more risk to the 
patient than does parole to his family."10 Added to the 
patient's own insecurity in leaving the protected environment 
of the hospital he faces the necessity of adjusting in a 
totally strange situation which also contains the threat of 
hospital control. There are few patients who have reached 
the ·stage where this step is taken without anxiety, and very 
seldom are patients able to admit their fear without help. 
The patient nearly always prefers to return to his own family 
even though he has requested family care. 11He finds it 
difficult to accept their rejection of him or to admit 
changes in their situation or in himself that would prevent 
his returning to them."11 Only through his desire to leave 
the hospital does he gain courage to face the reality of his 
situation and is he ready to take more concrete steps towards 
his placement. When the patient is placed in a family care 
home, he comes to accept the home through participating in 
the experience. He learns to get along with the caretaker 
and cooperate with the other patients. The recognition of 
the horne confirms his own growing self-confidence in his abi-
lity and his desire to be a free and responsible person. He 
then may request discharge. Discharge is the final step in 
the family care process, and is as dramatic as the first 
10. Ibid., p. 620. 
11. Ibid., p. 621. 
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experience in the family care home. 
Types of Patients Selected for Family Care 
Patients are selected for family care when it is thought 
that a family care home would provide the best type of care to 
meet the patient's needs. In the past the majority of 
patients were elderly patients who were in the hospital for 
many years. These were custodial placements, and the aim of 
the placement was not for a speedy recovery but to give them 
a long term pl,acement outside the confines of the hospital. 
They were usually quiet, tractible patients who had estab-
lished a settled routine within the hospital itself. Recently 
younger, more acute patients have been placed in family care 
homes. These patients have had sh~rter periods of hospital-
ization. This type of care is therapeutic in nature because 
the aim is to rehabilitate the patient to a position of 
responsibility in the community. 
Family care patients have had almost every known diagno-
sis and classification. Some of these are schizophrenia, with 
its four types - simple, paranoid, hebephrenic, and catatonic; 
senile psychosiSJ psychosis with cerebral arteriosclerosisl 
psychosis with mental deficiency; involutional psychosis, and 
manic - depressive psychosis, etc. "The various diagnosis 
are represented among family care patients in about the same 
proportion as in the hospital."12 However, diagnosis is not 
12. Maletz, op. cit., p. 600. 
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as important as the personality and the ability of the patient 
to adjust to the environmental situation within the family 
care horne. 
Most writers agree that the type of patients most likely 
to succeed in family care are those who were the most helped 
in the hospital, and the ones whose needs are not adequately 
understood by the patient's family. Patients with no family 
ties are more apt to make successful adjustments. 
Patients selected for family care fall into the follow-
ing categories: 13 
1. Those who are so completely .Eilbsorbed with their 
psychotic ideas that they would confo~m anywhere and what 
goes on around them is not of vital importance. 
2. Those who because of old age and its degenerative 
process are confused and at times irritable and difficult. 
These patients respond to individual attention. 
3. Those whose dissatisfactions with hospital treatment 
may decrease with family care. 
4. Those whose paranoid trends would make it impossible 
for them to adjust among former associates. 
5. Those who have never been able to adjust outside the 
hospital for more than brief periods. 
6. Those whose recovery will be hastened by family care. 
The following types should not be placed in family care 
homes. 14 
1. Patients needing constant medical or nursing atten-
tion. 
2. Mild disorders who will make a quick recovery. 
3. Suicidal, assaultive patients, or patients who have 
a tendency to run away. 
13. Crutcher, op. cit., p. 48. 
14. H. M. Pollack, "Practical Considerations Relating 
to Family care of Mental Patients," .American Journal of 
Psychiatry, 92:561, November, 1935. 
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4. Quarrelsome patients with pronounced delusions of 
persecution. 
5. Patients with marked .erotic tenden~ies. 
6. Patients suffering from contulsions. 
7. Patients having infectious diseases. 
Selection of Family Care Homes 
The selection and approval of a family care home is an 
elaborate procedure. The home must be carefully chosen to 
meet the psychiatric needs of the patient. Provision should 
be made for the patient's recreational and diversional needs. 
Chronic patients should have a home which is quiet, and not 
exciting. For therapeutic purposes the patient should be 
placed in a family care home in an urban or suburban community 
which would give better opportunity for occupation and social-
ization. 
The personality of the caretaker is of primary impo~-
tance, but everyone in t he family has an important influence 
on the patient's adjustment. The general spirit of the home, 
the amount of harmony and cooperation among members of the 
household, play an important part in the patient's well-being 
in the home. '~ut on the whole, we believe that homes with 
young children are to be used with caution until we have 
better knowledge of the effect of the mentally ill upon 
them."15 The home should be a place in which the patient 
while under supervision is not under constant control and 
15. Helen M. Crocket, "Boarding Homes as a Tool in Case-
work with Mental Patients," Mental Hygiene, 18:197, April, 
1934. 
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where he is provided with some suitable work. The patient 
should be allowed to rely on his own resources and be suit-
ably compensated for his efforts. 
A suitable family care home is one that provides: 16 
1. A comfortable and satisfying home without crowding 
of the family. 
2. A garden plot for raising flowers or vegetables. 
3. Proper heating arrangements. 
4. A wholesome family life. 
5. A friendly attitude toward the patient by all 
members of the family. 
Patients should be fitted to each other as well as to 
the home. They should have similar interests, and the care-
taker should be given an understanding of the patient's likes 
and dislikes, peculiarities, and special abilities. 
Most authorities agree that patients should not be 
placed in a family care home that excels the home from which 
the patient came. Patients can adjust easily to a lower 
standard of living, but attempts to improve the standards of 
patients by placing them in a home much better than their own 
are apt to end in failure. Most experts in family care 
believe that it may be too big a step for the patient. 
'~he age of caretakers has not seemed to be a major 
factor in the adjustment of mental patients."17 However, 
with the older group of family care patients, caretakers of 
middle age are more willing to remain at home and give the 
16. Pollack, op. cit., p. 562. 
17. Crutcher, op. cit., p. 56. 
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patients the attention they need than the younger who have 
more recreational activities outside the horne. Caretakers 
who are between fifty and sixty years of age may be ideal for 
the care of mental patients. This is especially true if they 
have had success in caring for other types of cases in coop-
eration with welfare agencies. The physical and mental 
health of the caretaker is also important so that they will 
be able to assume the responsibility for looking after the 
patients. 
Certain essentials are necessary for the patient's well-
being. The home must be large enough to give the patient a 
comfortable bed of his own, and a place to keep his own 
personal possessions. The patient should have a sense of 
privacy with no more than three in a bedroom. The caretaker 
must have a telephone in order to be reached by the hospital 
or to call the hospital to get prompt advice. The home 
should have adequate and sanitary toilet facilities, and 
should be a warm comfortable place to live. Needless to say, 
there should be adequate lighting. "The size of the house 
and its assets from the physical standpoint are not important 
factors as long as the patient has the care and physical com-
forts essential to his health and well-being.n18 
"Too much emphasis cannot be placed upon the personal 
18. Crutcher, op. cit., p. 71. 
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qualities necessary for the caretakers."19 They must be 
sympathetic and tolerant and not easily upset by the patient's 
bizarre behavior. They must be firm but fair, and essentially 
kind people who are able to pass over unimportant things. 
They must have a sincere human interest in the patients which 
should outweigh the monetary consideration. The caretaker 
should understand the emotional makeup of the pa.tients and 
have a knack of anticipating the patients' reactions to speci-
fic situations. In an emergency the ca.retaker should be able 
to act promptly and with self-reliance. The patient's coop-
eration should be obtained and held through the patient's 
confidence in the caretaker rather than by threat of return 
to the hospital. The patient should be treated as a member 
of the family, and some share of the household duties tend to 
make the patient feel more at home. However, the patient 
should not be exploited through work. The caretaker should 
not be overburdened with her own personal problems, and the 
best caretakers are those who are challenged by the problem 
of mental illness. "However, in the light of our present 
knowledge, the only way that one can make sure a home is 
20 desirable is by trying it out." 
19. Crutcher, op. cit., p. 63. 
20. Crutcher, op. cit., p. 65. 
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Brief History of the Family Care Program at the Boston State 
Hospital 
In 1922 the Boston State Hospital started an occupation& 
therapy center for mental patients at Hopkinton, Massachu-
setts. The purpose of this center was to give convalescent 
care and therapeutic treatment to mental patients. The pro-
gram was then under the Department of Mental Diseases, and 
was for women patients only who were not well enough to live 
with their families. The patients had the opportunity to 
look for work. The center was considered an intermediary 
placement aiming towards eventual return to full status in 
the community. 
The Superintendent of each state hospital had the power 
to place patients in family care homes according to the law 
set up by the Commonwealth of Massachusetts under the Depart-
21 
ment of Mental Health. All the state hospitals in Massa-
chusetts were able to use the center, although the Boston 
State Hospital supervised the program. 
In 1929 certain problems arose at the Hopkinton center. 
These problems led to the development of the present day pro-
gram at the Boston State Hospital. The center itself was a 
large home and was rented by a woman caretaker of about sixt~ 
The state had no authority over th~ premises, and little con-
trol over the caretaker. There were also certain physical 
21. Mass. G.L., Ch. 16, Handbook of the Department of 
Mental Health, 1945. 
features lacking, such as running water, adequate bathroom 
facilities, and a central heating system. At that time it 
was recommended that the center have a visiting psychiatrist, 
a resident nurse, an occupational therapy worker, and a 
social service supervisor. It was also recommended that 
there should be a sliding scale of board rates, so that no 
person could be excluded because of a lack of funds. The 
entire board was paid by the patient if possible. The head 
social worker at the Boston State Hospital supervised the 
program. 
On August 1, 1930, the center moved to City Mills from 
Hopkinton, Massachusetts. The center was still under the 
same caretaker, and was merely a change of residence. The 
board for each patient was paid from a boarding out allowance 
of the hospital, if the patient could not pay the board rate. 
In 1937 the State paid $12.00 a week for the board of each 
patient. An occupational therapy worker was maintained at 
City Mills who directed the activities of the group. The 
work done consisted largely of sewing and various kinds of 
fancy needlework. The articles were sold and the proceeds 
went to the boarding out allowance of the hospital. A small 
amount was paid to each patient for the work done. The 
occupational therapy worker had the responsibility for pur-
chasing the materials, and finding a market for the finished 
goods. The food, house, and other details of board and room 
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were arranged by the caretaker. 
On the first of October 1935, there were 11 patients 
placed in this boarding horne. The daily population had 
varied between 7 and 11 during the year, the comfortable 
~~ 
maximum being 10. Ages had ranged from 7 to 70.~~ 
The City Mills project also had its difficulties which 
were mainly the result of the economic depression. A market 
for the finished goods could not be found which left the 
patients without work. The depression resulted in a lack of 
adequate funds. The center was intended for the use of all 
state hospitals. Actually the Boston State Hospital was the 
only one to use it for a number of years. The state had pre-
viously recognized the center through allowing the increased 
rate of board paid by the state. All hospitals were urged to 
ask for increased appropriation for boarding out purposes, 
but none responded to this appeal. 
The City Mills project was discontinued in March 1937 
due to the slow rate of movement from the center into the 
community and t he voluntary return of some patients from the 
community to the center. It was felt that the return of 
these patients did not warrant the high rate paid by the 
State. From this time the present family care program devel-
oped. 
22. Report on the Occupational Therapy Center at City 
Mills for year ending 1935, Boston State Hospital Social 
Service Dept~ypewritten). 
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In 1949 the Boston State Hospital was using four family 
care homes and of these, two were judged to be custodial and 
the other two therapeutic. 23 There were six patients in the 
custodial family care home in Burlington, and four in the 
other custodial home in Somerville. The two therapeutic 
homes had a total of five patients, namely two in Randolph 
and three in Marshfield. There were approximately 3,000 
patients at the Boston State Hospital in November 1948. 24 
There were fifteen patients in family care homes. 
On July 31, 1955, the Boston State Hospital was using 
25 eleven family care homes. Six of these were housing six 
patients each. They were located in the following communi-
ties: Randolph, Burlington, Weymouth (2 homes), Marshfield, 
and Roxbury. One home located in \-Jeymouth cared for five 
patients. Two homes located in Burlington and Braintree 
housed four patients, and two family care homes in Dorchester 
and Scituate cared for _three patients each. The town of 
Weymouth had three family care homes, and Burlington had two. 
23. E. L. Shanley, ".A Study. of the Job Adjustments of 
Mental Patients Who Have Been In Therapeutic Family Care 
Homes As Compared With an Equal Number of Patients Who Did 
Not Have Therapeutic Family Care Experience~" Unpublished 
Master's Thesis, Boston College School of Social Work, Boston 
College, Boston, 1949. 
24. Statistical Report on Patients in Family Care from 
November 1, 1948 to November 31, 1948 at the Boston State 
Hospital, Boston state Hospital (typewritten). 
25. Statistical Report on Patients in Family Care from 
July 1, 1955 to July 31, 1955 at the Boston state Hospital, 
BOSton State Hospital (typewritten). 
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The total number of mental patients in family care homes at 
that time numbered fifty-five. 
The hospital population has remained fairly constant. 
On August 31, 1955, there were 3592 mental patients listed on 
26 the Boston State Hospital records. Fifty-four patients 
were in family care. The number of patients in family care 
homes has more than tripled from the 1949 figures, and the 
number of family care homes has almost tripled. 
26. Statistical Report on the Total Number of Patients 
in the Boston state Hospital, August 1, 1955, to August 31, 
1955, Boston state Hospital (typewritten). 
CHAPTER III 
THE PATIENTS. STUDIED? 
Between September , 1954, and August 31, 1955, seventy-
one patients were assoc·ated with ~~ fafutly care home. From 
this number fourtee n pa ients were returned t o t he Boston 
State Ho spital for vari us reas on s and remained"in the hospi-
tal. Only t oese fourte n cases were selected f or toe sample. 
The main body of study involves an examination of 
t hese fotirtee n cases. his chapter will present a descrip-
tion of the pers onal an social c ~aracteristics of t he 
patients. Tile writer w examine general background 
information about t he p family and will include all 
information until the t me of the placement in the family 
care home . 
All of t oe patient were female because the Boston State 
Hospital has not placed male patients since April ~ l953. 
Thirteen patients were nite, a nd one was negro. Four were 
Irish, two I tal ian, two English, one Hebrew, t l1ree "mixed," 
and in two cases nation 1 origin was no t known. 
The patients range in age from thirty-three to sixty-
six. Tne writer 
family care home 
d t he date the patients entered the 
te for determining their age. The 
age distribution was as follows: 
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Age 
30 to 39 
40 to 49 
50 to 59 
60 to 69 
Total 
TABLE I. 
AGE 
No. of Patients 
3 
2 
4 
5 
~ 
Five patients were between thirty and forty-nine. Nine 
patients were above fifty years of age. The majority of t he 
patients were older in age. 
All of t he patients claimed affiliation with some reli-
gion. Nine were Roman Catholic and four were Protestant. 
One patient was Jewish in religibn. The hospital records did 
not indicate whether any patients changed their religion. 
The larger percentage of Catholic patients is in line with 
the total hospital figures for religious affiliation. This 
is partly explained by t he location of the hospital in an 
area where there is a greater proportion of Roman Catholic 
people. 
The writer determined marital status at the time of the 
patient's placement in the family care home. 
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TABLE II. 
MARITAL STATUS 
Type No. of Patients 
No. with 
Living Children 
Single 
Married 
Widowed 
Separated or 
divorced 
Totals 
7 
none 
3 
4 
-pr 
2 
As can be seen in Table II seven of the fourteen 
patients were single. Three were widowed. One of these was 
married twice and widowed twice, and had no children from her 
two marriages. Another had three children with only one liv-
ing at the present time. The third widowed patient had one 
living daughter. 
Four patients were divorced or separated. Two had one 
son each. A third patient was married twice and divorced 
twice with no children. The fourth patient was divorced with 
no children. 
Thus, half of t he patients were either widowed, d i vorced 
or separated. The writer believes that this may be partially 
explained by the fact that a large percentage of the sample 
were above fifty years of age. The large proportion of 
single patients is also an indication that the group were not 
able to become married. Those who became married did not 
have large families. 
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TABLE III. 
LEVEL OF EDUCATION 
Level Achieved 
Below Grammar School 
Completed Grammar School 
Attended High School 
Education not known 
Total 
No. of Patients 
7 
4 
1 
2 ' 
rzr 
Eleven patients did not ac hieve an education higher than 
grammar school. Only one ,patient attended high school, but 
she left after completing t he first year of high school. No 
patients attended a trade school. However, one patient had 
practical nurses training. Another patient attended a night 
school. From t he low educational level of the group, it may 
be inferred that these patients were already experiencing 
some difficulty in adjustment at an early age. 
The occupations of the group varied greatly, as would be 
expected. None of t he patients were self-employed. Six 
patients held a series of different kinds of jobs. The rest 
remained in some kind of work, although the job may have 
changed. The writer was unable to obtain sufficient data 
about the regularity of work, and was unable to gain a clear 
picture of the type of work done in many cases. 
According to t he hospital records the kinds of work done 
were as follows: waitress, household domestic, dry cleaning 
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store, biscuit factory, department store work, book binder, 
hotel chambermaid, leather worker, practical nurse, supervi-
sor in a candy factory, and bank statement clerk. Two 
patients were household domestics. One patient worked in a 
candy factory, a cement factory, and a dry cleaning store. 
Another patient worked as a bookbinder, a mother's helper, 
and operated a twine machine. Another patient worked as a 
bank statement clerk, a proofreader, and did sales demonstra-
tion work in department stores. Another patient was a super-
visor in a candy factory and a foreman for a greeting card 
company. 
From these facts it may be inferred that the type of 
work performed by the majority of the sample was in accord 
with the low educational level achieved by the majority of 
the patients. 
Before their present hospitalizations two patients had 
never been employed. Seven patients did not work in a Boston 
State Hospital industry before they were placed in family 
care homes. The remaining seven patients worked in the 
following hospital industries: ironing for hospital per-
sonnel, running errands for hospital personnel, domestic work 
for hospital personnel; working in the hospital linen room, 
hospital cafeteria, and hospital vegetable room. Two of the 
seven patients worked in a hospital industry, but the data 
were une~ear as to the type of work performed. 
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Family care patients have had almost every known diagno-
sis and classification. "A study of the mental diagnosis of 
patients who have been placed in family care in New York 
shows that the majority have dementia praecox, probably 
because this is the group to which more than half the hospi-
tal population belongs."1 
TABLE IV 
PSYCHIATRIC DIAGNOSIS 
Type 
Schizophrenia 
Manic Depressive Psychosis 
Other Psychoses 
Total 
No. of Patients 
5 
3 
6 
I1r" 
The types of diagnoses varied greatly and there were no 
patients who had exactly the same diagnosis. The largest 
single group were schizophrenic patients. Five out of four-
teen were schizophrenic, which was not as high as the fifty 
per cent estimated by Crutcher. The writer believes that 
this can be partly explained by the fact that nine patients 
were above fifty years of age. 
Four of the six patients who had other psychoses were 
di&gnosed as follows: Psychosis with Mental Deficiency; 
Involutional Reaction, Paranoid Type; .Antisocial Reaction 
with Psychotic Reaction; and Undiagnosed Psychosis. One 
1. Crutcher, op. cit., p. 49. 
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patient with a diagnosis of Psychotic Depressive Reaction, 
Epilepsy, had had epileptic attacks since she was two years 
old. One other patient had had epilepsy for the past thirty 
years. However, this patient was diagnosed schizophrenic. 
One patient, a practical nurse, had been suspected of narcotic 
addiction for many years. She was diagnosed as Psychosis with 
Organic Changes in the Nervous System. Two patients were 
known to have an alcoholic addiction. One of these was the 
patient who had had epilepsy for thirty years. 
TABLE V 
BIRTHPLACE OF PARENTS A~ID PATIENT 
Birthplace No. of Patients 
Both parents & patient born U.S. 3 
One parent not born U.S., patient born U.S. 4 
Both parents not born U.S., patient born u.s. ~ 
Both parents ~ patient not born U.S. 4 
Total 14 
All of the patients were living in this country for a 
considerable period of time prior to their latest admission 
to the Boston State Hospital. Ten of the fourteen patients 
were born in this country. In seven cases one or both parents 
were born in the United States. 
It is obvious from this data that a large percentage of 
the patients had parents who had recently immigrated to the 
United States. Most of the sample were first or second gener-
ation United States citizens. It may be inferred that these 
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patients may have experienced difficulty at an early age 
because of the difference in the foreign cultural patterns of 
their parents and tt1e new social customs of t he United States. 
Three out of the four patients immigrating to this 
country came from Ireland. The other came from Russia. One 
patient came by herself to the United States when she was 
twenty-two. Two patients came to this country at five and 
fifteen, and both lived with an aunt and uncle. The patient 
from Russia came to this country when she was eight years old 
with her parents. 
TABLE VI 
NUMBER OF SIBLINGS 
Number of siblings No. of Patients 
None 
One 
Two to three 
Four to nine 
Total 
l 
l 
7 
5 
11r 
The married patients came from far larger families than 
they themselves had by their own marriages. The seven 
patients who w~re ei~her widowed, divorced or separated had a 
total of six children (see discussion of Table II). This is 
quite a contrast to the families into which they were born. 
Four of the fourteen patients had had relatives hospi-
talized in a mental hospital. One patient's mother was in a 
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hospital in Ireland. Anot her patient had a paternal uncle at 
the Boston State Hospital and the third patient had a sister 
at the Medfield State Hospital. The fourth patient's mother 
was hospitalized and died in the Boston State Hospital. 
Although this information is not too conclusive, it is possi-
ble that the existence of mental illness among other members 
of the family had not been a major factor in the patient's 
illness. 
Five out of the fourteen patients had relatives with 
social maladjustments. One patient's father had thirty 
arrests for drunkeness, assault and bat~ery and non-support. 
This patient's mother was alcoholic, and her brother had a 
court record. Another patient's brother was alcoholic and 
had a criminal record. This patient's mother also had a 
court record. The third patient's father was alcoholic as 
well as her husband. The fourth patient's husband drank to 
excess. The fifth patient's father was a heavy drinker. 
Alcoholism has been a major factor in the maladjustment of 
the patients' families. 
TABLE VII 
NUMBER OF HOSPITALIZATIONS BEFORE PRESENT ADMISSION 
Number 
N6ne 
One to two 
Three to four 
Five to seven 
Total 
No. of Patients 
5 
6 
2 
1 
T2r 
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Eleven patients had from none to two previous hospital-
izations. Of this group four patients had one previous ad-
mission, and two had two previous admissions. Many patients 
had had several discharges and admissions to the Boston State 
Hospital and to other mental hospitals. Two patients had had 
four previous admissions. One patient had four admissions to 
the Boston State Hospital, and the other patient was in the 
Wrentham State School, Bridgewater State Farm, Taunton State 
Hospital, and the Grafton State Hospital. The patient who 
had six previous admissions had one admission to the Westboro 
State Hospital, two admissions to the Boston Psychopathic 
Hospital, and three hospitalizations at the Boston State 
Hospital. 
TABLE VIII 
LENGTH OF HOSPITALIZATIONS BEFORE PRESENT ADMISSION 
Length 
None 
Under six months 
Six months but under two years 
Two years but under ten years 
Ten years or more 
Total 
No. of Patients 
5 
4 
,.. 
c. 
2 
1 
I1t 
Five patients had had no previous hospitalizations. 
Eight patients had spent up to ten years in mental hospitals. 
The briefest time spent in previous admissions was seven day~ 
and the longest in this group was for five years, four months. 
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• 
This patient entered a mental hospital when she was twenty. 
She came to this country in 1906 and entered the Westboro 
State Hospital a year later. Since that time she had had six 
hospitalizations. 
The longest hospitalization of the sample was for six-
teen years, five months. This patient entered a state insti-
tution at nineteen from a state foster home, and since then 
had been under state care without interruption. 
TABLE IX 
LENGTH OF HOSPITALIZATIONS FROM PRESENT ADMISSION 
TO PLACEMENT IN FAMILY CARE HOME 
Length of hospitalization 
Under six months 
Six months but under two years 
Two years but under ten years 
Ten years or more 
Total 
No. of Patients 
6 
4 
3 
1 
I1r 
Ten patients spent less than two years in the Boston 
State Hospital prior to placement in family care, and for 
five it was their first admission to a mental hospital. The 
briefest time spent in the present admission was one month, 
fifteen days, and the longest was eighteen years, eleven 
days. Two patients spent from two to three months in the 
hospital before they were placed in family care. One patient 
spent eight years, nine months in the hospital. The length 
of hospitalizations varied greatly. However, the largest 
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percentage of patients spent a relatively short time in the 
hospital before they were placed in family care. 
TABLE X 
LIVING ACCOMMODATIONS BEFORE PRESENT HOSPITALIZATION 
Type of Home 
Rest home or public institution 
Lived alone 
Lived with parents 
Lived with other relatives 
Lived with husband 
Total 
No. of Patients 
3 
3 
2 
4 
Three patients lived alone in furnished rooms. Eight 
patients were living with members of their family or spouse. 
Three patients were living before their present admission as 
follows: Grafton State Hospital~ a rest home where the 
patient worked as a practical nurse, and a temporary home for 
unfortunates. Two patients living with other relatives were 
living with a daughter and a son~ and a brother and sister. 
One patient was living with her husband at her present 
admission, but he had since divorced her. Another patient's 
' 
husband died three days before her present admission. The 
largest percentage of patients were living with relatives or 
with a spouse. 
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CHAPTER IV 
ADJUSTMENT OF THE FOURTEEN PATIENTS 
I N THE FAMILY CARE HOMES 
This chapter will present a description of the patient's 
adjustment in the family care home, and will include all 
available data about the patient while the patient was in 
family care. InQluded will be a discussion of the prepara-
tion of t he patient for family care, the reasons for select-
ing these patients for family care, and t he patient's atti-
tude towards family care before and after family care. The 
patient's adjustment will be divided into t hree areas as 
follows: the patient's adjustment to the family care family, 
the patient's adjustment to the other patients in the home, 
and the patient's adjustment in t he community. The writer 
will also describe the patient~ community contacts while in 
the family care home, and what kind of work was done in the 
home and in the community. 
TABLE XI 
LENGTH OF STAY IN FAMILY CARE HO.r.-1ES 
Length 
Less than one month 
One to five months 
Six to eleven mont hs 
Twelve to twenty-three months 
Two years and over 
Total 
No. of Patients 
1 
5 
5 
2 
1 
1"lr 
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Eleven patients spent less than one year in family care 
homes. One patient was in a horne for only fourteen days, and 
this patient had no previous hospitalizations. She had been 
in the Boston State Hospital one year prior to family care. 
The longest stay in family care was for three years, ten 
months. This patient also had no previous hospitalizations, 
and had spent .thret years in the hospital prior to her place-
ment in family care. According to table IX, ten patients had 
spent less than two years in the Boston State Hospital prior 
to placement in family care. Thus the majority of the sample 
spent less time in the family care homes than they spent in 
the Boston State Hospital prior to placement in family care. 
Preparation for Family Care 
The usual procedure in selecting patients for family 
care is for the psychiatrist in charge to make a careful ·· 
examination of those for whom he thinks this · type of treat-
ment is desirable. If there are no serious mental or physi-
cal symptoms which would indicate a need to keep the patient 
in the hospital, the patient may be presented at a medical 
staff meeting for final approval of the family care placement. 
This procedure is followed at the Boston State Hospital. How-
ever, prior to the staff meeting the social worker and other 
hospital personnel discuss with the psychiatrist in charge 
the merits of placing the patient in family care. The 
patient is usually brought to the medical staff meeting and 
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has the opportunity to declare her opinions about being 
placed in a family care home. A hospital staff meeting was 
called for all of the fourteen patients, but t he hospital 
records did not indicate whether all the fourteen patients 
attended the meeting. 
Ten patients were listed in the hospital records as 
nimproved'' at the time of placement. Two patients had made a 
"slight improvement." The hospital records did not indicate 
two patients' conditions. 
The hospital records described the patients' improvement 
as follows~ cooperative and pleasant, superficially adapted 
to ward routine, patient dresses better, little evidence of 
hallucinations or delusions, patient is able to compensate 
emotional difficulties and relate in a reasonable manner, 
bizarre thinking not objectionable, no signs of depression, 
etc. One of the two patients listed as having a "slight 
improvement" was described as follows: emotionally dull, a 
good worker and will be capable of benefiting from family 
care. 
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TABLE XII 
REASONS GIVEN FOR PLACEMENT IN FAMILY CARE HOMES 
Reason No. of Patients 
To satisfy emotional needs 3 
Because of improved mental condition 3 
Because patient had no place to live 2 
Family care expected to lead to full 
status in the community 5 
Family care as intermediate step 
towards returning to relatives 1 
Total ~ 
The reasons given for placement in family care homes 
varied greatly as would be expected. Three patients were 
placed in family care homes to satisfy the patient's emo-
tional needs. One of these was placed in a family care home 
with children because she liked to take care of children. 
Another was placed in a home which might provide a homelike 
atmosphere with an opportunity for agreeable occupation and 
recreation. The third patient needed a · home having a sympa-
thetic and understanding person. 
Three patients were placed in family care homes primar-
ily because t heir mental condition had improved to suc h a 
degree that they did not need hospitalization. According to 
the hospital record one patient "did not need hospitaliza-
tion." Another patient "needed constant supervision but not 
in the hospital." This patient was "unable to make an 
adjustment to stress." The third patient was believed to be 
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an "excellent candidate for family care because of her 
insight into her problems." 
Two patients had no place to live. One patient's family 
was not interested in her. She had improved and was coopera-
tive, and "family care placement was the only solution. 11 The 
other patient was 11capable of benefiting from family care," 
and the placement was a 11last resort." 
Six patients were placed in family care homes as an 
intermediate step towards restoring the patient to a full 
independent status in the community. Less emphasis was 
placed on meeting the emotional needs of the patient through 
the proper selection of a family care home. One patient was 
placed in a family care home for her eventual adjustment in a 
boarding home without hospital control. Four patients were 
placed so that they could eventually find employment outside 
the family care home. Two of the four needed temporary super-
vision in work habits to better prepare them for their jobs. 
Another patient was placed because she needed help in locating 
a job, and supervision in proper personal appearance for her 
job. The fourth patient was placed. in a family care home 
which would offer more opportunity to find employment. The 
location of the family care home was the important factor in 
this case. 
One patient was placed in family care as an intermediate 
step leading to an eventual return to her relatives. This 
patient was "illogical in accepting family care and demanded 
only to go home." The hospital believed that she would bene-
fit from at least three months family care and at the end of 
three months period they would evaluate the possibility of 
her returning to her brother and father. The patient's 
brother claimed that the patient did not work in their home, 
and for this reason the social worker believed that she would 
not achieve a self-sufficient status in her brother's home. 
None of the fourteen patients were placed in family care 
homes when it would have been more therapeutic to place them 
with their families. All patients in the group either had no 
homes to go to, or had unsuitable home situations. 
TABLE XIII 
REASONS FOR NOT RETURNING PATIENTS TO RELATIVES 
Reason No. of Patients 
Family contacted, not interested 8 
Family contacted, not suitable 1 
Family not contacted, not suitable 2 
Family could not be located 3 
Total ~ 
The Social Service Department at the Boston State Hospi-
tal has the responsibility for evaluating the home condit~ons 
of the patients. The department contacted and was able to 
talk with nine patients' families. Eight of the nine 
patients in this group had families who were no longer inter-
ested in caring for the patients. Some of the family's 
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reasons were as follows: family could not handle patient; 
family did not want to assume the responsibility; family did 
not want the patient in the home; family had no room for the 
patient; family was ashamed of the patient's behavior; the 
patient was "spoiled," nasty or too demanding. However, one 
patient's family was interested in the patient, and was will-
ing to consider taking the patient at a later date. Another 
patient's family was interested in the patient, but was not 
interested in taking her into their home. Six out of the 
eight patient's families had little interest in the patient. 
One family was contacted, but was not considered suit-
able. The patient's brother did not want the patient, but 
the patient's father, age seventy-nine wanted her. However, 
in the past the patient's father made so many demands on the 
patient, that the patient could not tolerate the situation. 
Two patients' families were not contacted because they 
were not suitable for the patient. One patient had previous~ 
lived with her daughter. The daughter was not contacted 
because the patient "made life miserable for her." The other 
patient had an unmarried brother who did not have large 
enough living accomodations for the patient and himself. 
Patient's Attitude Towards Family Care 
The writer asked the social worker what the patient had 
said about the placement or how the patient had acted toward 
the placement in order to determine what ber attitude might 
be. The patients' attitudes were then classified as either 
positive, ambivalent, or negative. Patients having positive 
attitudes showed a willingness to accept the placement or 
were affirmative in their d~sire to leave the hospital. 
Patients with negative attitudes objected to family care. 
Some wished to live with relatives; some wanted to live alone 
~~ the community; and others desired to remain in t he hospi-
tal. Patients wit h ambivalent attitudes showed a simultane-
ous attraction and repulsion towards t he possibility of 
family care. 
TABLE XIV 
ATTITUDES TOWARDS FAMILY CARE BEFORE PLACEMENT 
Attitude 
Positive 
Ambivalent 
Negative 
Not known 
Total 
No. of Patients 
2 
6 
5 
1 
I1r 
Eleven of the fourteen patients had either ambivalent or 
negative attitudes towards family care. Only two of the four-
teen patients were positive about t he placement. The· writer 
was unable to determine one patient's attitude because the 
hospital record did not contain this information and the 
social worker who placed the patient was no longer on the 
hospital staff. 
One patient with a positive attitude said family care 
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was "the thing for her to do" and that "slle needed a change." 
She said that she had been in the hospital too long. The 
second patient was agreeable to family care and was very 
cooperative. 
Six ~atients had ambivalent attitudes. Two patients 
looked forward to family care but preferred to live with 
relatives. Two other patients were glad to have the opportun-
, 
ity but the social workers felt that they were merely trying 
to please the social worker. Another patient preferred her 
own apartment, but thought that she "would like it." The 
sixth patient wanted family care so that someone could take 
care of her and so that she '~ouldn't have to work." 
Five patients had negative attitudes towards family 
care. One patient preferred remaining tn the hospital and 
was afraid of family care. The second patient refused to 
talk about the placement and wanted to leave the home as soon 
as possible to find a job. The third patient refused family 
care and was frightened and suspicious of the placement. The 
fourth patient felt that family care was to ''pay for her past 
mistakes." She said, 11How did I deserve this? 11 The last 
patient said that "she did not want to go" and preferred to 
live with relatives. 
Patient's Adjustment In Family Care 
The writer studied what information was available about 
the interaction between the patient, the family care family, 
and t he other patients in the home to determine how success-
ful was the patient's adjustment. The adjustments of the 
group were classified, according to the writer's opinion as 
good , fair, or poor. The writer classified the patient's 
adjustment into one of the above categormas according to the 
degree of tension or hostility existing between the patient 
and the other members of the household, how cooperative was 
the patient, and according to how long the patient had made 
a difficult adjustment in the home. 
Patients having a good adjustment were in general more 
cooperative, freer from inner tension, participated in more 
activities in the home, and were with the other patients and 
family care family more often. Patients having a poor 
adjustment were in general more hostile towards the other 
members of the home, were more demanding, created more prob-
lems in the home, and had less tolerance to criticism. 
TABLE XV 
PATIENT'S ADJUSTlfffiNT TO THE FAMILY CARE FAMILY 
Type of Adj~stment 
Good 
Fair 
Poor 
Total 
No. of Patients 
4 
3 
7 
Pr 
Seven of the group had a poor adjustment to the family 
care family. Only four patients achieved a good adjustment. 
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Ten patients had either a fair or poor adjustment. 
One patient having a good adjustment was cooperative and 
pleasant. She said that the family care mother was inter-
ested in her, although the family care mother tended to 
exploit the patient's willingness to work. The second 
patient got along well for three years. Shortly before she 
was returned to the hospital, the family care mother locked 
the bathroom door and would not give the patient a key while 
the other patients had one. The patient felt that she was 
being excessively punished. The third patient had no diffi-
culties with the family care family, and the family care 
mother was sorry to see her leave. The fourth patient com-
pletely landscaped the family care mother's garden and was 
happy at the praise given her by the family care mother. 
This patient's adjustment was never questioned. 
Three patients had a fair adjustment to the family care 
family. One patient got along well for some time. Later she 
increased her demands to see her relatives and became angry 
when she was restricted by the family care mother. The 
second patient got along well until she was reproached by the 
family care mother for urinating in her back yard. The third 
patient went with the family care mother to look for employ-
ment. The patient was unsuccessful in finding a permanent 
job, and became angry when the family care mother insisted 
that she continue looking. 
Seven patients had a poor adjustment to the family care 
family. Four out of the seven patients' adjustments were as 
follows. One patient would not let anyone except her daugh-
ter do anything for her. She refused to wear the clothing 
purchased by the state for her. Another epileptic patient 
repeatedly demanded special privileges from the family care 
mother. This patient could not tolerate the family care 
mother when she tried to teach her that she was not subject 
to special privileges. Another patient made incessant demanE 
to see her sister. The family care mother tried to make her 
feel at home in the family care home without success. The 
family care mother could not tolerate her any longer. The 
fourth patient said that she was the most important person in 
the home. The patient played with the family care mother 1s 
child who was said to have made sexual advances toward the 
patient. The patient slapped the child, and the family care 
mother became angry. The patient collected all kinds of 
belongings. She was given extra space to keep her belongings. 
However, the family care mother could not control the patien~ 
and requested her removal from her home. 
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TABLE XVI 
PATIENT'S ADJUST~lliNT TO THE OTHER PATIENTS 
Type of Adjustment 
Good 
Fair 
Poor 
Total 
No. of Patients 
3 
4 
7 
1r 
Seven patients made a poor adjustment to the other 
patients in the family care home. Only three of the fourteen 
patients had a good adjustment to the other patients. Eleven 
of the fourteen had either a fair or poor adjustment to the 
other patients. 
Of the three patients who had a good adjustment, one sat 
with the other patients watching television. She was 
friendly, and accepting of the others. She took walks with 
the group 3 and when she was not with the group she remained 
by herself. Another patient never had any trouble with the 
other patients. She took walks with the group, and when she 
was not with the group she remained by herself in her bedroo~ 
The third patient went into the community with the other 
patients, but depended on the group for her recreation. She 
shared a room with another patient and got along well with 
her. 
Four patients had a fair adjustment to the other 
patients. One patient was friendly with one other patient 
SCHOOL OF SOCIAL WORk 
liBRARY 
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only. Another patient kept to herself, but would participate 
in group activities when asked. The third patient was very 
sociable. She interested another patient in working in the 
family care mother's garden. However, the other patients 
had many complaints about her because she talked too much. 
The fourth patient was friendly with only one other patient. 
She was very quiet and remained by herself in her bedroom. 
Seven patients had a poor adjustment with the other 
patients. Four of these seven patients' adjustments were as 
follows. One patient fought verbally with the other patients. 
She kept the others awake at night, and refused to let the 
other patients come near her. Another patient insisted on 
using the bathroom first. She demanded that the other 
patients watch the television programs she wanted. She would 
not speak to the other patients and kept them awake at night. 
The third patient kept the other patients from using the 
bathroom. The patient complained that one of the other 
patients hit her. One of the other patients took her clothes 
and sold them to a junk man. The fourth patient shared a 
bedroom with two other patients. Later she was given a room 
by herself at her own request. She became more withdrawn and 
cried most of the time. 
A comparison of the data in the two foregoing areas 
reveals that for the group as a whole there was little diff-
erence in the adjustments of the patients to the family care 
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family and to the other patients in the home. Seven patients 
had a poor adjustment to both the family care family and the 
other patients. Three patients had a fair adjustment to the 
family care family and these three plus one other had a fair 
adjustment to the other patients. Four patients had a good 
adjustm~nt to the family care family, while three of these 
were rated the same to the other patients. 
Only seven patients had worked in a hospital industry 
before they were placed in family care homes. However, nine 
patients did some kind of work in the family care home. Four 
of the nine patients voluntarily offered to work, and worked 
on their own initiative. The remaining five patients worked 
only when they were asked by the family care mother. Four 
patients made their own beds and kept their bedrooms clean. 
Two patients worked in the family care mother•s garden. 
Three patients helped the family care mother set the table 
for meals, helped cook the meals, washed the dishes and 
washed the kitchen floor. 
Community Contacts of Patients 
Ten patients made community contacts while in the family 
care home. The remaining four patients were usually encour-
aged to join the other patients or go with the family care 
mother, but they refused and remained by themselves. 
There were many different ways the patients made commu-
nity contacts. Two patients went to look for employment. 
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Three patients went into the community with permission to 
visit their relatives. Two patients went without permission 
to their relatives. Four patients went with the groqp of 
other patients into the community. Often they were under the 
supervision of the family care mother while they were in the 
community. The group activities consisted of taking walks, 
going to church, going to the beach during the summer, and 
attending movie theaters, or purchasing clothing. One 
patient went alone into the community to buy her own clothes. 
Another patient went alone to moving picture theaters and 
spent most of her time in the community riding the public 
transportation system, which she thoroughly enjoyed. One 
patient went from store to store begging for money and cloth-
ing. 
Four patients were originally placed in family care to 
find employment in the community. However, only two patients 
went into the community and found employment. One patient 
was able to find a. part time job in a nursing home. The 
other patient worked in a laundry for a short time. 
Why the Family Care Placement Was Interrupted 
The writer studied the interaction between the patient 
and the other people in the home just prior to the patient's 
return to the hospital to attempt to discover what kinds of 
situations necessitated their return to the hospital. 
For all of the fourteen patients situations arose that 
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were serious enough to return them to the hospi~al. Four of 
the fourteen patients created a critical state of affairs 
several days before their departure from the family care 
home. The situations of the remaining ten patients were the 
result of a gradual build up of the factors in their unsuc-
cessful adjustments to a degree requiring their departure 
from the family care home. 
TABLE XVII 
REASONS FOR THE PATIENT'S RETURN TO THE HOSPITAL 
Kind No. of Patients 
Difficulties in the community 
Difficulties within the F.C. home 
Deterioration of the patient's 
mental condition 
Physical illness 
Total 
2 
1 
I1r 
Five patients had difficulties in the community which 
neces!itated their return to the hospital. One patient went 
to the local police station complaining about the family care 
home. The family care mother requested her removal from her 
home when she found this out. Another patient became a 
public nuisance because of her begging in the local stores 
and annoying the store personnel. The community complained 
to the family care mother. The third patient eloped from the 
home to her relatives and remained there for four days. The 
family care mother called the police. Another patient 
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urinated in the family care mother's back yard. The neigh-
bors complained, and the family care mother asked her removal 
from her home. The fifth patient started to run away to rela-
tives without the family ca~e mother's permission. This 
patient was allowed to see her relatives every two weeks, but 
she would not comply with this limitation. 
Six patients were returned to the Boston State Hospital 
because of difficulties that occurred within the family care 
home itself. One patient could not continue on her job any 
longer. -She attempted to find other employment without suc-
cess. She became discouraged and refused to continue her 
efforts when the family care mother insisted that she con-
tinue looking for employment. The patient demanded to return 
to the hospital. Another patient insisted that she see her 
sister. She refused to cooperate with the family care mother, 
and the family care mother requested her departure from her 
home. Another patient collected all kinds of belongings. 
The family care mother discovered lice in her home which were 
traced to the patient's belongings. The family care mother 
said that she could not tolerate the patient any longer. One 
other patient became very demanding and refused to go out of 
the home for two days. The other patients in the home asked 
the family care mother if she could be returned to the hospi-
tal. The fifth patient was epileptic. The family care 
mother was afraid of the patient's aggression and afraid of a 
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possible epileptic seizure. This patient was very demanding 
and felt that she should have special privileges. The family 
care mother asked for her removal to the hospital because the 
patient was not cooperating in the home activities. The 
si~th patient got along well in the home for three years. 
The family care mother locked the bathroom door because the 
patient spent too much time in the bathroom. She would not 
give this patient a key, while the other patients had one. 
The patient ran away to relatives, and the family care mother 
asked her to leave her home. 
Two patients were returned to the hospital primarily 
because their mental condition had deteriorated to a degree 
necessitating their return to the hospital. One patient had 
been depressed for three weeks and refused to eat or sleep. 
Another patient gradually became more depressed over a three 
months period because she could not live with her relatives. 
She refused to eat. The night before she left the family 
care home she kept the other patients awake by stomping on 
the floor. One patient was returned to the hospital because 
of nausea, dizzyness, and vaginal bleeding. This patient was 
not returned to the family care home because the hospital 
felt that she was not physically able to do the work in the 
family care home, due to her physical condition. 
The fourteen patients reacted to the situations in which 
they found themselves in a variety of ways. The group as a 
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whole made little attempt to correct the existing conditions 
by some form of constructive activity. Most of the patient's 
activities were spent in rebelling against the home itself, 
by avoiding the situation, or by becoming hostile against the 
family care mother or the other patients. 
TABLE XVIII 
PATIENTS' COMPLAINTS ABOUT THE FAMILY CARE HOME 
Kinds of Complaints 
Against family care mother 
Living accommodations 
Work in home 
Not able to see relatives 
Personal property 
Against other patients in 
the home 
Total 
No. of Complaints 
.... 
t::. 
7 
3 
6 
5 
3 
~ 
The writer has made no attempt to discuss the validity 
of the patient's complaints because this is beyond the scope 
of the study. Twelve out of the fourteen patients were able 
to express their complaints about the home. Their dissatis-
factions varied greatly. Several patients had many different 
kinds of complaints. One patient said that she was '~is­
treated" by the family care mother. Another patient com-
plained that the family care mother was of a different reli-
gion than she. Some of the complaints about the living 
accommodations in the homes were as follows: not adequately 
fed, home not clean, did not eat with family care family, 
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narrow bed and small bedroom, not allowed to use the tele-
phone, home too crowded. Three patients felt that they were 
not properly fed. Three patients said that they were 
required to do too much work in the family care home. Six 
patients complained that they were not able to see relatives 
as much as they wished. Five patients complained about their 
personal property in the home. Three patients said that their 
personal belongings were stolen by other members of the borne. 
Another patient said that she broke her glasses and they were 
never repaired either by the family care mother or by the 
hospital. Another patient said that she was never given her 
clothes when she was placed in the family care home. Two 
patients complained that other patients fought with them, and 
another patient said that the roommate smoked too much. 
The greatest number of complaints were about the living 
accommodations in the family care home, the inability to see 
relatives, and about personal belongings. Two patients were 
not able to express their dissatisfactions with the home, and 
only two patients were able to express complaints directly 
= 
about the family care mother. 
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TABLE XIX 
.ATTITUDES TOWARDS FAMILY CARE AT TIME OF RETURN 
.Attitude 
positive 
.Ambivalent 
Negative 
No attitude indicated 
Total 
No. of Patients 
1 
5 
7 
1 
Pr 
Only one patient left the family care home with a posi-
tive attitude towards the experience. This patient was 
epileptic, and was returned to the hospital because the 
family care mother feared her aggression and feared a possi-
ble epileptic seizure. The patient demanded special privi-
leges and would not cooperate in the home activities. She 
said that she did not want to return to the hospital and 
wanted another chance to go to another family care home. 
Five patients were ambivalent, One of the five said that she 
was glad to leave the home, but later in the hospital she 
said that she would like to try family care again. .Another 
patient said that she liked the home, but said that she was 
glad to return to the hospital. .Another patient protested 
leaving the family care home, but said that she wasn't under-
stood in the home itself. 
Seven patients had negative attitudes towards family 
care. One patient thought tae placement was "terrible," and 
was relieved to return to the hospital. Another patient had 
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many complaints about the excessive amount of work she had to 
do in the home, and said that she wanted to return to the 
hospital. Another patient wanted to live with relatives 
only, and would not discuss her difficulties in the home. 
Another patient said that she wanted to return to the hospi-
tal. This patient tried to frighten the social worker and 
the family care mother into bringing about her return to the 
hospital. 
Eleven patients had either ambivalent or negative atti-
tudes towards family care when they entered family care 
homes. However, twelve patients had either ambivalent or 
negative attitudes when they left their family care homes. 
Two patients had positive attitudes towards family care at 
the time of placement, while only one patient remained posi-
tive. The foregoing data reveal that the unsuccessful 
experience of the fourteen patients in the family care homes 
had a negative effect upon their attitudes towards family 
care. More patients had negative attitudes, and less 
patients had positive attitudes. 
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Table XX brings together the data about the placement 
and the patient's adjustment in it. It shows that there were 
few general trends in the data. The writer believes this .was 
due to the fact that the data were not complete enough to 
justify many general conclusions. The writer was limited by 
a lack of case recording, and by a lack of specific informa-
tion because of the social worker's inability to recall the 
events. For example: most of the social workers were able 
only to recall events at the time of the patient's return to 
the hospital. This meant that the writer was unable to 
gather much information about the patient's adjustment during 
the earlier periods of the patient's placement. 
The study has also been inconclusive because there were 
many factors influencing the patient's adjustment which were 
beyond the scope of the study. For example, the study did 
not take into account the influence the family care mother 
may have had upon the patient's adjustment in the home. The 
few general trends that may be noted in the data are as 
follows. 
The attitude of the patient towards family care before 
placement did not seem to be a major factor in influencing 
the length of stay in family care. Six patients were in 
family care less than six months. One was positive, three 
were ambivalent, and two patients were negative towards 
family care. Seven patients were in family care for a longer 
63. 
period, but less than two years. One patient was positive, 
three were ambivalent, and three were negative towards the 
placement. One patient's attitude was not known. This 
patient had the longest placement in family care. 
The patients who remained in family care for shorter 
periods of time had less successful adjustments in family 
care, and had a poorer adjustment to the family care family. 
Five out of the six patients remaining in family care less 
than six months had a poor adjustment to the family care 
family. However, two patients had a good adjustment to the 
other patients, two patients a fair adjustment, and two 
patients had a poor adjustment to the other patients. 
For the .group that remained in family care for a longer 
period, but less than two years, the data indicate that more 
in this group made a better adjustment to the family care 
family. Two of the seven patients in this group made a good 
adjustment to the family care family. Three patients had a 
fair adjustment, and the remaining two had made a poor adjus~ 
ment to the family care family~ However, one patient had 
made a good adjustment to the other patients, two a fair 
adjustment and four a poor adjustment to the other patients. 
The patient who remained in family care over two years had a 
good adjustment to the family care family and a poor adjust-
ment to the other patients. 
Seven of the eleven family care homes used by the 
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hospital during the selected period had patients returned to 
the Boston State Hospital. The reasons for return varied 
within each home, and there were no identifiable trends for 
specific homes. However, family care home C had two patients 
returned to the hospital, and both these patients were 
returned because of difficulties within the family care home 
itself. 
Four of the seven family care homes cared for six 
patients each. Four patients lived in the fifth home. The 
sixth and seventh homes cared for three patients each. The 
total number of patients in each home varied from time to 
time. Twelve of the fourteen patients lived in homes in 
which there were four to seven patients. The remaining two 
patients lived in homes with a total of three patients. One 
of these two patients remained in family care six to eleven 
months, and the other, over two years. The twelve patients 
remained in family care as follows: one patient less than 
one month; five patients, one to five months; four patients, 
six to eleven months; and two patients twelve to twenty-three 
months. The majority of the sample lived in the larger homes, 
and spent a shorter time in family care. The writer believes 
that the Boston State Hospital has had more opportunity to 
place patients in the larger homes with the result that there 
has been a greater turnover of patients from these homes. It 
is also possible that mental patients may make a better 
adjustment in homes of smaller size because they may receive 
more individual attention and care. 
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CHAPTER V 
SUMMARY AND INTERPRETATIONS 
The purpose of this thesis has been to study the nega-
tive factors in those cases where the patient failed her 
family care placement and had to be returned to the Boston 
State Hospital between September 1, 1954, and August 31, 195~ 
The writer also examined the personal and social charac-
teristics of the fourteen patients and examined general back-
ground information about the patient's family. The findings 
were related to the specific questions listed in Chapter I. 
1. Why was family care selected for the patient? 
2. What was the attitude of the patient towards family 
care? 
3. What was the patient's adjustment in the family care 
home? 
4. Why was the family care placement interrupted? 
Characteristics of the Patients and 
Their Hospital Experience 
All of the fourteen patients were female and were 
between the age of thirty-three and sixty-six. Nine of the 
fourteen patients were above fifty years of age. The major-
ity of the group were Roman Catholic in religion. One-half 
of the sample were single, and the rest were either wido~ed, 
separated, or divorced. The group did not achieve a high 
level of education. Only one patient attended the first year 
of high school. The patients held many different kinds of 
jobs, and the type of work performed was in accord with the 
low educational level achieved by the group. One-half of the 
patients did not work in a hospital industry in their present 
admissions to the Boston State Hospital. The kinds of diag-
noses varied greatly, as would be expected. However, the 
largest group was of schizophrenics. 
Ten patients were born in the United States. In seven 
cases one or both parents were born in the United States. A 
large percentage of patients had parents who had immigrated 
to the United States. The married patients came from larger 
families than they themselves had by their own marriages. 
Four of the fourteen patients had relatives in a mental 
hospital, and five patients had relatives with social malad-
justments. Alcoholism was a major type of maladjustment in 
these patients' families. 
The majority of the sample had had previous admissions 
either to the Boston State Hospital or to other mental hospi-
tals. The patient with the greatest number of previous 
admissions had had six admissions to mental hospitals. Five 
patients had had no previous admissions. Eight patients with 
previous admissions had spent under ten years in mental 
hospitals. The majority of these eight patients spent less 
than two years in previous hospitalizations. The patient 
with the longest previous hospitalization was hospitalized 
for sixteen years, five months. The data for the group's 
present admissions showed that the majority of the sample 
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spent less than two years in the Boston State Hospital. The 
briefest time spent in the present admission was one month, 
fifteen days, and the longest was eighteen years, eleven day~ 
The majority of the group spent less than one year in family 
care homes. The shortest stay in family care was fourteen 
days, and the longest placement in family care was three 
years, ten months. The majority of the sample spent less 
time in family care than in their present hospitalizations. 
More than half of the sample were living with members 
of their family or spouse before their present admissions. 
Six patients lived alone in furnished rooms, or in rest homes 
•or public institutions. 
Characteristics of the Family Care Experience 
Why Family Care was Selected for the Patient 
The majority of the sample had improved in their mental 
condition to such a degree that they did not need further 
hospitalization. Ten patients were listed in the hospital 
records as "improved'' at the time of placement. Two patients 
had made a "slight improvement," and the hospital records did 
not indicate two patients' conditions at the time of place-
ment. 
The reasons given for placement in family care varied 
greatly, as would be expected. Three patients were placed in 
family care to satisfy their emotional needs. Three other 
patients were placed primarily because their mental condition 
had improved to such a degree that they would be suitable for 
family care. Two other patients had nowhere else to live. 
The largest single reason for placement was to use it as an 
intermediate step towards restoring the patient to a full 
independent status in the community. Four patients were 
supposed to find employment outside the family care home. 
One patient was placed in family care for her eventual 
adjustment in a boarding horne without hospital control. 
Another patient was placed as an intermediate step leading to 
an eventual return to her relatives. 
All of the patients either had no homes to go to, or had 
unsuitable home situations. Eight of the nine patients' 
families contacted by the Social Service Department were no 
longer interested in caring for the patients. One patient's 
family was contacted and was not considered suitable for the 
patient. Two patients' families were not contacted because 
they were considered not suitable. Three patients' families 
could not be located. 
The Patient's Attitude Towards Family Care 
The group as a whole did not look forward. to tee possibi-
lity of family care with enthusiasm. Before placement only 
two patients were positive about the placement. E~even of 
the fourteen patients had either ambivalent or negative atti-
tudes towards family care. One patient's attitude was not 
known. 
70. 
At the end of the placements twelve patients had either 
ambivalent or negative attitudes, and only one patient 
remained positive. The unsuccessful experience of the four-
teen patients in family care homes had a negative effect on 
their attitudes towards family care. More patients had nega-
tive attitudes and less patients had positive attitudes 
towards family care. 
Twelve out of the fourteen patients were able to express 
their complaints about the family care homes. Their dissatis-
factions varied greatly. The greatest number of complaints 
were about the living accommodations in the family care home~ 
the inability to see relatives, and about the patients' 
belongings. 
The data from Table XX showed that the attitude of the 
patient towards family care before placement did not seem to 
be a major factor in influencing the length of stay in family 
care. 
The Patient's Adjustment In the Family Care Home 
The group as a whole did not make a successful adjust-
ment to either the family care family or to the other 
patients. Seven of the fourteen patients had a poor adjust-
ment to both the family care family and to the other patients. 
Three had a fair adjustment to the family care family and 
four had a good adjustment to the family care family. Four 
patients had a fair adjustment to the other pat'ients, and 
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three patients had a good adjustment to the other patients. 
There was little difference for t he gro up a s a whole in t he 
adjustments to the family care family and to the other 
patients. 
Accord i ng to Table XX patients who remained in family 
care less t han six months were less successful in their 
adjustments t han those who remained longer than six months. 
These patients made a better adjustment to the other patients 
than they made with the family care family. Patients who 
remained in family care longer than six months made a better 
adjustment t o the family care family t han t hey did to the 
other patients. The data showed that those who tended to get 
I 
along better with the family care mother tended to remain in 
family care for a longer period of time. 
Seven of the patients had worked in a hospital industry 
before placement. However, nine patients did some kind of 
work in the family care homes. The ki nds of work done by the 
patients in the home varied greatly. 
There were several different ways in which the patients 
made community contacts. Ten of the fourteen patients parti-
cipated in such community contacts. Four patients were ori-
ginally placed in family care to find employment. However, 
only two patients found employment outside the family care 
home. Five patients visited relatives either with or without 
permission from the family care mother. Four patients went 
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with the group of other patients into the community. Two 
patients went alone into the community either to buy clothing 
.. 
or to moving picture theaters. One patient went from store 
to store begging for money and clothing. 
Why the Family care Placement Was Interrupted 
For all of the fourteen patients situations arose that 
were serious enough to return them to the hospital. Five 
\ 
' patients had difficulties in the community. Sometimes the 
community complained to the family care mother about the 
patient's behavior in the community. The difficulties in the 
community varied with each patient. Six patients were 
returned to the hospital because of difficulties within the 
family care horne. Two patients were returned primarily be-
cause their mental condition had deteriorated to a degree 
necessitating their return to the hospital. One patient was 
returned because of her physical condition. 
The group as a whole made little attempt to correct the 
existing conditions by some form of constructive activity. 
The patients acted out their difficulties by rebelling against 
... 
the horne itself, by avoiding the situation, or by becoming 
hostile against the family care mother or the other patients. 
Seven of the eleven family care tiornes used by the hospi-
tal during the selected period had patients returned to the 
hospital. The reasons for return varied within each home. 
Twelve of the fourteen patients were returned from homes in 
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which there were four to seven patients. These patients 
spent shorter periods of time in family care than the two 
patients living in homes with a total of three patients. The 
writer believes that the Boston State Hospital had had more 
opportunity to place patients in larger homes with the result 
that there has been a greater turnover of patients in the 
larger homes. It may also be possible that mental patients 
may make a better adjustment in homes of smaller si.~e because 
they may receive more individual care and attention. 
Interpretations 
The fact that there were few general trends in the data 
has not decreased the value of this study. The present Boston 
State Hospital policy stresses the importance of discharging 
into the community many patients as quickly as possible. The 
writer is in accord with this policy, but believes that more 
thought should be given to the welfare of the patient when 
the patient comes in contact with other people in the commu-
nity. The writer also believes that more thought should be 
given to the influence of a poor placement upon the community 
itself. The writer has attempted to describe the patients' 
difficulties in the community and within the family care home 
to help to understand the ramifications of a poor placement 
in the community. Perhaps, some of the patients in the 
sample were placed in family care before they were ready for 
the placement or were unsuitable for family care from the 
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beginning of the placement. 
The fact that a large number of the patients preferred 
to live with relatives indicates a need to help the patients 
understand why placement with relatives is impossible. The 
writer believes that the social workers could do more work 
with patients in this area. Also the fact that the majority 
of the patients' families were not interested in the patients 
may indicate a need for more intensive casework with patients' 
families. Perhaps, some of the patients could have been 
returned to their relatives instead of family care. Family 
care placements should not be a ''last resort." 
As far as the writer knows, the patient is presented 
only once at a hospital staff meeting. The psychiatrist is 
' 
in charge of selecting patients for family care. The fact 
that so many patients were frightened, suspicious or refused 
family care may indicate a need for a more adequate prepara-
tion of the patient for family care by the social worker, and 
a more careful examination by the psychiatrist of those who 
might benefit from family care. The writer also believes that 
the selection of patients for family care should continue for 
a longer period of time, and should involve more than one 
patient interview with the psychiatrist. 
The fact that the majority of the patients' complaints 
were about the living accommodations, the inability to see 
relatives, and about personal belongings, may indicate a need 
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for further work with the family care mother and a closer 
supervision of her family care home. The writer believes that 
it would be better if the social workers could make more 
frequent visits to th~ homes. Perhaps, some of the patients 
~ : ~~ 
could have remained in family care if the social workers had 
been able to help the family care mothers become more tolerant 
of the patients' behavior. 
This study also indicates a need for future studies on 
family care. Perhaps, this study would have yielded more con-
clusive findings if a larger sample had been used. At •t he 
present time another student social worker,Genevieve Torchin, 
is making a study of the Boston State Hospital 1 ~ f amily care 
families. Perhaps the findings of her thesis, combined with 
the data of the writer's study, will throw light on some of 
the questions raised here. The writer also recommends a com-
parative study of patients with successful adjustments in 
family care and those who are ~eturned to the hospital 
family care. 
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APPENDIX 
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SCHEDULE FROM CASE RECORD 
1. Patient's Name 
2. Case Number 
3. Date .Admitted to Hospital 
4. Previous .Admissions 
5. Type of Residence before hospital 
6. Who living with before hospital? 
7. I~ Family available now? 
8. Family Care Home. 
9. Date Admitted to Home 
10. Date returned to Hospital 
11. Time in Home 
12. Diagnosis 
13. Age when entered home 
14. Birthplace 
15. Birthplace of Mother & Father 
16. Race 
17. Marital Status 
18. Schooling 
19. Occupations 
20. Religion 
21. Economic Condition 
22. Social Worker 
SCHEDULE FROM SOCIAL WORKER 
1. Patient's Name 
2. Case No. 
3. Social Worker 
4. Family Care Home 
5. Why was Family Care selected for Patient? 
6. What was the attitude of the patient towards placement? 
7. What was the patient's condition at time of placement? 
8. How did the Family care Mother accept patient in the 
beginning? 
9. How did the patient get along with the other patients? 
1(). How did the patient get along with the family care 
family? 
11. Did the patient go into the community? 
12. What sort of work did the patient do in the home? 
13. How did the Family Care Mother handle the patient? 
14. What happened to cause the return to the hospital? 
15. Who initiated the return? 
16. How did Family Care Mother handle the patient? 
17. When did the Family care Mother begin to question the 
patient's adjustment? 
18. Did the patient question her adjustment? If so 1 when? 
19. What did the family care mother think .the difficulty was? 
20. What was the family care mother's attitude toward the 
patient? 
21. What did the patient think the difficulty was? 
22. What was the patient's attitude toward the placement? 
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23. What does the Social Worker think? 
Page 2 
24. What was the patient's condition at the time of return? 
25. How did the patient view the return to the hospital? 
26. What has been the patient's condition since returning to 
the hospital? 
27. Has there been any further attempts at Family Care for 
the patient? If not, why not? 
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